1 A useful clue is the presence of a "pattern break"
in the precordial lead progression of the R wave consisting of an abrupt loss of the R wave in lead V2 compared to V1 and V3, coinciding with a septal epicardial origin of the VA (opposite lead V2). There are only few reports involving small numbers of patients describing VA from the crux of the hear. [4] [5] [6] It has been reported with some exceptions that VAs ablated from within the proximal coronary sinus or MCV are characterized by left superior axis, deeply negative delta wave caused by the lower spatial location in frontal plane, and activation wave deviated from the inferior leads. 4 We reviewed the literature for VAs from MCV/PIV and found the pattern break sign in V2 at Doppalapudi's 4 and Kawamura's series 6 and at one case report by Yamada et al 5 Kawamura et al 6 speculated
that the QRS morphology could change abruptly from RBBB to left bundle branch block (LBBB) pattern in the apical crux area. The variable QRS morphology in V1 may suggest breakthrough excitation | 211
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